Introduction
Mental illness is a substantial public health and economic issue. In 2004, for example, 25% of adults in the United States reported having a mental illness in the previous year [1] . People with intellectual and developmental disabilities (IDD) are at a significantly higher risk of mental illness, with the prevalence of co-occurring IDD and mental illness conservatively estimated at 33%, and some sources reporting much higher rates [2] . These prevalence data may not offer a true picture of mental health disease in the population, and we are confident that mental illness is not reliably diagnosed among people with IDD, frequently attributed to the IDD than contemplated as a legitimate mental health concern.
The Centers for Disease Control and Prevention (CDC) uses population-based surveys and surveillance systems to provide information for planning effective mental health promotion, mental illness prevention and treatment programs. CDC surveillance systems provide several types of mental health information from different sources: estimates of the prevalence of diagnosed mental illness from self-report or recorded diagnosis; estimates of the prevalence of symptoms associated with mental illness; and estimates of the impact of mental illness on health and well-being [1] . CDC surveys are concerned with the general population and do not specifically examine the population of adults with intellectual and developmental disabilities (IDD) and mental health issues.
Intellectual and developmental disabilities
Over the 3-year period ending in 2012, the US-based National Core Indicators project surveyed more than 30,000 adults with IDD across 27 states and regions in the United States for the presence of co-occuring mental illness. Between 33% and 35% of all respondents were diagnosed with a mental illness (see Figure 1) . NADD, an association for persons with developmental disabilities and mental health needs, holds that coexisting IDD and a psychiatric disorder interferes with a person's education and job readiness and disrupts family and peer relationships. A recent study found over 40% of a cohort of 1318 adults with IDD were diagnosed with four or more comorbidities, including 18% diagnosed with anxiety disorder and 17.8% with depression [3] .
We are, at the same time, aware that people with IDD are living much longer than at any time in history. There are an estimated 850,600 people with IDD aged 60 years and older [4, 5] in the United States, and their numbers will likely double over the next 2 decades as members of the "baby boom" generation reach retirement age. This is an unprecedented development inasmuch as the average life expectancy of people with developmental disabilities was just 22 years in 1931, compared to 59 years in 1976 and 66 years in 1993. Two studies found the average age of death for persons with IDD is now 63.3 years for males and 69.9 years for females [6, 7] . These and other demographic trends indicate that our healthcare delivery systems and approaches must meaningfully coordinate primary, mental and behavioral and other specialty care to address a variety of complex healthcare needs, health status and outcomes for people with IDD [8] .
The convergence of these data also suggests a substantial and potentially growing number of people with IDD who will need formal mental health supports. Surveillance systems dedicated to early indentification of this specific set of needs are historically inadequate and need to be improved. Beyond identification, treatment modalities must be developed that are responsive to the relationship between individuals' IDD and mental health needs, should be integrated with general health in such a way to consider the person holistically, and must be developed in ways to maximize existing healthcare financing structures, if not developing new funding systems altogether.
Treatment integration
We believe there are a host of benefits of integrating mental, behavioral and primary healthcare, including reduced costs, increased identification of mental health issues, increased accessibility to mental health services and improved patient outcomes [9] [10] [11] [12] [13] [14] . Traditionally, healthcare for individuals with IDD has been parsed out to multiple providers and/or agencies along disparate funding lines. Health, mental health and behavioral providers are often housed separately and regulated and funded by different governmental entities. Bringing together those disciplines who have traditionally served individuals with IDD, although ideal, poses challenges to the status quo and is made more difficult by regulations and systems of financing that are based on diagnoses over actual need for or perceived benefits of particular services and interventions. Throughout the US, certain mental and behavioral health services tend to be available to people because they have a psychiatric or mental health diagnosis, whereas other services are available to people in explicit relationship to their IDD. This approach misses the potential to make treatment services available based on the particular symptoms, needs and desires of a person as primary drivers of service availability and delivery. Although diagnoses are important, their presence or absence should not be the most important factor in whether or not services are available and accessed. People who are diagnosed with both an IDD and a mental health concern are far-too-frequently caught between two systems.
There are few models of care that offer fully integrated mental and behavioral health treatment. Two of note in the United States are the Developmental Disabilities Health Center (DDHC) [15] in Colorado and New Jersey's DD Health Home model [16] . The efficacy of these models, as measured by a range of factors-from patient satisfaction to emergency room visits and hospitalizations-is compelling. 
Conclusions
There is a substantial and rapidly growing cohort of people with IDD and mental illness. However, the availability of intregrated treatment models continues to lag far behind the need. On the basis of sheer numbers alone, there is a compelling need to develop integrated treatment options and capacity. We are aware of the benefits of care integration found in the delivery of multidisciplinary, integrated health care to individuals with IDD. Practitioners and others interested in enhancing the wellbeing and health outcomes of individuals with IDD must therefore continue to seek collaboration, not only among themselves, but across disciplines to include all members of interdisciplinary teams [8] .
The development of models that integrate mental and behavioral healthcare with primary healthcare will require work in public policy, financing and reimbursement systems and establishing new healthcare cultural norms through training of healthcare providers on the benefits of integrated care. However, the benefits of integrated care make for compelling reasons to address these challenges.
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